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"Serendipity” refers to a type of accidental dis¬
covery, The term originated from Walpole's Three Princes
of Serendip, which concerned three princes who went
around the world searching for something. Although they
did not find what they were looking for they discovered
many things along their journey that they had not sought.^
Each time a research project is begun there are countless
reasons for its undertaking. Not all research can make
a great contribution to the body of knowledge which it
explores; at times very little research is worth recog¬
nition of any type. The researcher believes that her pro¬
ject has contributed greatly to her understanding of the
field she has chosen to enter.and has offered many valuable
discoveries along the way.
^Bachrach, Arthur J,, Psychological Research. (New York
Random House, Inc,, 1963), pp, 9-10,
CHAPTER I
SIGNIFICANT ELEMENTS OF THE STUDY
Purpose of Study
The purpose of this study was to determine how closely
the opinions of the psychiatric social work staff of the
Child Study Center of Philadelphia approached the current
theories concerning resistance. It desired to question the
differences, if any, the responses of experienced workers,
new workers and students. Some of the more specific
questions to be answered were: Was the therapist aware
that his own feelings were involved in a patient's resis¬
tance, and was experience a factor in this recognition?
What form of resistance did the social work staff find
most difficult to work with and which form was most pre¬
valent among their patients?
Method and Procedure
A final questionaire was developed for the study
after two preliminary questionaires were administered
to the psychiatric social work staff. The questionaire.
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designed to elicit the most objective responses possible,
consisted of multiple choice and ranking questionsCsee
Appendix). From the data collected the researcher drew
impressions regarding the relationship between theories
and concepts concerning resistance and the opinions of
the psychiatric social work staff of the Child Study Center
of Philadelphia.
Scope and Limitations
This study was limited by a small sample on only 12
subjects. It was further limited in that very few
specific controls were set up. The time allotted to com¬
plete the entire study was of short duration, and the
lack of specifically related literature, especially in
research in recent years, made the study-difficult.
Definition of Terms
1, Resistance: In psychiatry, the individual's
conscious and/or unconscious psychological
defense against bringing repressed (unconcious)
thoughts to light.^
2. Repression: A defense mechanism, operating
unconsciously, which banishes unacceptable
ideas, affects, or impulses, from consciousness
what has never been conscious. Although not
subject to voluntary recall, the repressed
2
Committee on Public Information, American Psychiatric
Association, A Psychiatric Glossary (Washington, D, G,:
American Psychiatric Association, 1964), p, 67
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material may emerge in disguised form. Some¬
times used as a generic term for all defense
mechanisms. Often confused with the conscious
mechanisoLuOf suppression.^
3, Ego: In psychoanalytic theory, one of the
three major divisions in the model of the psychic
apparatus, the others being the id and superego.
The ego represents the sum of certain mental
mechanisims. such as perception and memory, and
specific defensive mechanisms. The ego serves
to mediate between the demands of primitive
instinctual drives (the id), of internalized
parental and social prohibitions (the superego),
and of reality. The compromises between these
forces achieved by the ego tend to resolve
intrapsychic conflict and serve an adaptive and
executive function. As used in psychiatry, the
term should not be confused with its common.usage
in the sense of "self-love” or selfishness.^
4, Super-ego: In psychoanalytic theory, that part
of the personality associated with ethics,
standards and self-criticism. It is formed by
the infant's identification with important and
esteemed persons in his early life, particularly
parents. The supposed or actual wishes of these
significant persons are taken over as part of the
child's own personal standards to help form the
"conscience," In later life they may become
anachronistic and self-punitive, especially in
psychoneurotic.persons,"^
5, Death instinct (Thanatos): In Freudian theory,
the unconscious drive toward dissolution and
death. Coexists with ari is in opposition to
the life instinct Eros.°
6, Pleasure principle: The basic psychoanalytic
concept that man instictually seeks to avoid
pain and discomfort, and strives for gratifi¬
cation and pleasure. In personality develop¬
ment theories the pleasure principle antedates








7, Reality-principle: In psychoanalytic theory,
the concept that the pleasure-principle (q.v,),
\^ich represents the claims of instinctual
wishes, is normally modified by the inescapable
demands and requirements of the external world.
In fact, the reality-principle may still work in
behalf of the pleasure-principle; but it reflects
compromises in the nature of the gratification emd
allows for the postponenent of gratification to
a more appropriate time. The reality-principle
usually becomes more prominent in the course of
development, but may be weak in certain psychia¬





History of the Child Study Center of Philadelphia
The Child Study Center of Philadelphia actually began in
1944 with a proposal by the Council of Social Agencies to
access the psychiatric resources and needs of children in the
Philadelphia area. Participating in the study along with the
Council was the Board of the Seybert Foundation, Dr, Hellen
L, Witner, director of the project, worked with a number of
psychiatrists at the Institute of the Pennsylvania Hospital,
In January 1957 a planning committee, organized by the
Council of Social Agencies, submitted two specific proposals
for financial support to the Seybert Foundation:
1, To expand the Philadelphia Child Guidance Clinic
2. To establish a new clinical lanit at the Institute
of the Pennsylvania Hospital for study and short-term
treatment of children under 15 years of age.
The management of the Pennsylvania Hospital approved the
recommendations which were to be carried out at the Institute
if outside financial support could be guaranteed for five years,
A center that would not duplicate the program of the Philadelphia
Child Guidance Clinic was to be established at the Institute.
The new type of consultation service would offer short-term
treatment for parents and families in Philadelphia,
6
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In February 1947, Dr, Lauren H. Smith, physician, Chief,
and Administrator of the Institute of the Pennsylvania
Hospital, submitted a budget estimate for the first two years,
establishing a clinic with a primary emphasis on consultation
and advisory service.
The Seybert Foundation directors voted to accept the
proposal of the Institute of Pennsylvania Hospital on May 13,
1947, for the founding of a children's consultation service,
"providing that due emphasis is placed and maintained, upon
making the service available to poor boys and girls without
discrimination," Support was granted for five years and cost
was not to exceed $25,000,
In the beginning of the project it became apparent that
the number of qualified child psychiatrists to head up the new
unit was greatly exceeded by the need for such personnel.
The quality of direction was very vital to the success of such
a project. After several efforts to find a director, in a
number of cities, the administrator of the Institute engaged
Dr. Calvin S, Drayer as a part-time director.
On July 5, 1948, the Children's Unit was opened at the
Institute, with a staff composed of a director, a full-time
psychiatric social worker, a secretary, and two full-time
Fellows qualified and experienced in Child Psychology. In
less than six months, the waiting list had grown to such an
extent that a second caseworker was needed.
On September 1, 1949 the clinic was reorganized under
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the direction of Dr, Noman Nixon, The budget soon doubled
and measures were taken to secure federal funds for trained
psychiatrists. At this time a Nursery School was made
available for clients of the Children's Unit.
Many parents and children were utilizing the services
by 1950, and demands throughout the community were increasing.
Dr. Nixon, with the approval of Dr, Smith, formulated a plan
to offer complete services to the community and to increase
the program for training Fellows in child psychiatry. His
plan was ito operate the Children's Unit as one of three
services the whole to be known as The Child Study Center of
the Institute of the Pennsylvania Hospital. Subdivisions
developed rapidly out of these special units and have per¬
sisted in similar form to the present time.
Description and Philosophy of the Agency
The setting of this study was the Child Study Center of
Philadelphia, an out-patient clinic for emotionally dis¬
turbed children. The purpose of the center is to train
psychiatrists, clinical psychologists, group therapists,
nursery school teachers, and psychiatric social workers.
It also offers an educational program in the mental health
field to people in the community, both professional and
non-professional. Furthermore, the Child Study Center
promotes and carries out research. It is organized into three
primary units; the children and adolescents' unit for
treatment of children from 6-18, the preschool treatment unit
9
for children under 6 years of age, and the nursery school
and kindergarten for normal children. The latter serves
in a dual capacity of a nursery school and kindergarten
and gives the staff an opportunity to observe normal
children,^
The professional staff of the center is composed of
psychiatrists, clinical psychologists, and psychiatric
social workers. The center also employs medical students,
physicians, psychology interns, fellows in psychiatry,
pediatricians, public health nurses, teachers, and
specialists from various other fields. The patients come
from all social, economic, racial, and religious groups.
They are referred by schools, physicians, public health
nurses, social workers, welfare agencies, and others in the
community. In some cases the parents bring the child out of
personal concern for the development of his personality,^®
The procedure, of application into the center, once
the initial contact has been made, involves an intake
application administered by one of the psychiatric social
workers over the telephone. On the basis of this application,
it can be determined whether or not the case can best be
served by the Child Study Center. Because of the great
^The Child Study Center of Philadelphia, a pamphlet




number of applicants, the application is placed on a
waiting list for diagnostic evaluation, even if it is
accepted. If it is rejected, it is referred to a clinic
which can best meet the needs of the particular case.
The diagnostic study consists of a series of interviews
with the child, mother, and father. The child is given
selected psychological tests, a general medical-neuro¬
logical examination, and any special tests required for
a complete evaluation of his problem.
The clinic offers programs in psychotherapy, mental
health education, consisting of open house case presentations
and special child health conferences. The clinic is sup¬
ported by funds from patients' fees, based on their income;
the United Fund of Philadelphia; federal and state grants;
12





SURVEY OF THE LITERATURE
Theories and Concepts Concerning Resistance
The resistance of patients to the f>sychiatric social
work staff in its attempts to work with their problems is
the subject of this paper. Generally defined, resistance
is the conscious or unconscious attempts by the patient to
block theraphy.
As soon as therapists observed the phenomenon of
resistance, they began to have theories about it. Each
theory was a reflection of the individual theorist's
orientation, his opinion of the nature of man and the
motivations of man. The early theorist saw resistance as
being a reflection of the patient's repressive tendencies.
All agreed that patients would resist becoming aware of that
13
which they wished to repress.
In Freud's attempts to work resistance into a more
comprehensive frame of reference in accordance with his
thinking, he felt that resistance was a manifestation of the
ego. Freud believed that the ego supported the individual's
13
Singer, Erwin, Key Concepts in Psychotherapy,
(New York: Random House, 195bJ, p, liiZb.
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attempts to develop acceptable behavior that is, to amplify
and repress that which is unacceptable. In an elaboration of
his theory he began to give the manifestation of resistance more
to the super-ego than to the ego. This led to the theory that
both the ego and super-ego had conscious and unconscious patho¬
logical aspects which should be explored in therapy. Later
Freud concluded that the patient's severe super-ego is
responsible for resistance and that the patient actually wishes
to suffer,Freud refined this concept in accordance with
his concept of man, and concluded that resistance served to
repress incestuous impulses and the fear of castration,
The analogy in woman was developed out of the theory of penis
envy and its masochistic implications, which cause some women
to suffer when they cannot resign themselves to the role of
16
womanhood. Resistance to Freud became not only connected with
repression, but more basically with regression,
Adler's theory of man's basic strivings concerned man's
desire for superiority. He felt that resistance would occur
when the superiority,of man was challenged, thus prompting
feelings of inferiority, Adler's concept was clearly not as
elaborate as Freud's, but the two men agreed that resistance
l^Freud, Sigmund, New Introductory Lectures On Psycho¬
analysis . (New York: Liveright Publishing Corporation), PP, 15-16
Freud, Sigmund, Civilization And Its Discontents.
(London: The Hogarth Press),
1 fi
Freud, Sigmund, The Problem of Anxiety. (New York:
W, W, Norton and Company),
l^Freud, Sigmund, New Introductory Lectures On Psycho¬
analysis . (New York: Liveright Publishing Corporation).
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is a defense against noxious insights. Because Adler did not
agree with Freud's theory on the death instinct, he did not
see resistance as an image of the processes of instinctive
18
regression,
Fromm-Reichmann saw resistance as a device which enabled
19
the patient to avoid anxiety-producing material. Although
Jung's theoretical concept complicated his evaluation of
resistance, his theory finally rested with other authors:
20
Resistance is a form of dread and dread-inspired repression.
Rollow May's interpretation of Jung's theory is that "this
possible upsurging of irrational material constitutes a threat
to the niche the person, for better or worse, has established
21
for himself in this world," Erwin Singer concluded, "All
schools of thought view resistance as opposition to the
22
unearthing of anxiety- and terror-provoking material."
One can see the difference between Freud and new thinkers
by looking at Sullivan, Like Freud, Sullivan related his
concept of resistance to his theory of the nature of man.
1 R
Singer, loc. cit.. p. 230
19
Bullard, Dexter M. (ed.) Fromm-Reichmann, Frieda, "Remarks
on the Philosophy of Mental Disorder," Psychoanalysis and Psvco-
therapy (Chicago: University of Chicago Press, 1959,) pp, 3-24,
20
Jung, Carl Two Essays on Analytical Psychology. (New
York: Meridian Books, 1956), p. 34
21
May, Rollo, The Meaning of Anxiety. (New York: The
Ronald Press Company, 1950) p. 149,
22
Singer, loc. cit.. p. 231
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Sullivan's view states,
Disregarding for our present purpose the derivation
of the term and its earlier definitions, I would say
that in general it has come to mean something that
opposes what was presumed to be helpful. I have no
great quarrel with the idea that anxiety may be re¬
garded as resistance. Anxiety is always a handicap
to adjustment, and a block to communication, in the
therapeutic situation or anywhere else. Any concept
that carries, along with its other qualities, some
hint that it will reflect unfavorably on the thera¬
pist's esteem of the patient will rouse anxiety in the
patient and provoke resistance. ^
Sullivan's and Freud's theories are very much alike in that
they both saw resistance as stimulated by a sense of danger
and a threat when unacceptable material is introduced to the
patient. However, Freud and Sullivan differed greatly in their
definitions of danger and what stimulated a sense of danger in
the patient. On the basis of recurring differences and simil¬
arities, it seems that the meaning of resistance varies from
theorist to theorist as their concepts of resistance differ.
All schools agree that individuals want to avoid anxiety, and
to that degree, they feel that resistance is an attempt on the
part of the individual to avoid anxiety which is brought about
by the interpretations, explorations, and comments of con¬
frontational nature (in short, anything which delves into
V 25
increasing insight; of the therapist.
Sullivan, H. S., The Interpersonal Theory of Psychiatry.
(New York: W. W. Norton and Company, 1954), p. 2l9,
^^Singer, loc. cit.. p, 232
^^Ibid.. p. 232-233
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In the thinking of the orthodox psychoanalyist, resis¬
tance mediates a neurotic compromise between necessary
regressive facets of the pleasure principle. Extreme demands
of the reality principle serve to maintain the neurotic
behavior which is not only valued by the patient but allows,
at least in part, the perpetuation of his unsublimated
26
infatile strivings.
If one rejects the Freudian concept of neurosis, resis¬
tance can be seen as an attempt of the patient to fight for
that which he feels is necessary for his survival. The differ¬
ence between the two views becomes clear when examined in this
framework. The first view relates resistance to regression;
the latter perceives it as necessary for survival. In the
second case neurotic resistance implies the patient's inability
to see that what was necessary for survival in yesteryear is no
27
longer necessary or valid today. Sullivan stated this
position in his book The Psychiatric Interview;
For years and years psychiatrists have been
struggling to cure this-and-that distortion of
living as it came up in patients. Some of these
distortions have proven extraordinarily resistant.
I am inclined to say when I don't feel that too many
people are hanging on my words, that some of the
cures have probably just been the result of mutual
exhaustion. And why has this been so? Well, the
indication is very strongly in the direction of the




particularly wrong with that which was allegedly
to be cured. It was pretty remarkable a manifest¬
ation of human dexterity in living,
Sullivan thus viewed that what might be considered neurotic
behavior by some as an indication of the ability of the
individual to adjust hia way of living under stressful cir-
29
cumstances.
Psychoanalytic theorists like Erikson, Hartmann, Kris,
and Rapaport have moved away from the view of resistance as
being related to man's regressive trends and have come to view
resistance as a movement toward survival. Rapaport saw resis¬
tance as an attempt on the part of the individual to retain
that which realistically enabled him to survive. Erwin Singer
Said,
In the evolution of psychotherapeutic thinking
resistance has come to be regarded less a reflec¬
tion of an inherent and inevitable regressive
pull when the educative process has failed to
counteract it early and instead created libidinal
fixation points through too much and or too little
frustrations in the rearing process; resistance
is now viewed by many more as an expression of the
patient's conviction that he has found some way,
no matter how painful otherwise, to minimize
anxiety and maintain some semblance of self-esteem,
dignity, and life,30
The patient sees his neurotic behavior as the only means
for survival and cannot conceive of a possible alternative
^^Sullivan, H, S., The Psychiatric Interview. (New York:
W, W, Norton and Company, 1953), p. 11
^^Singer, loc. cit.. p. 233
^°Ikid., p. 234
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way of living. Resistance, therefore, is a sign that the patient
has not reached the point of despair and his belief that there
is another way of relating with others, experiencing, in short,
another way of living. When a therapist attacks the patient's
resistance, he shows confidence in the patient's ability to
31
understand the unconscious elements of his being.
Rogers saw the relationship between resistance and anxiety
and felt that anything which challenged the patient's security
32
would produce anxiety and resistance. Therefore, he proposed
an approach which would not produce anxiety and yet challenge
the patient's means of finding security. Rogers felt confident
that man in time would become aware of his feelings and develop
33
healthy means 6f relatingjto others. Singer felt that it was
very doubtful whether or not a human being has the ability to
give up his ©l-d way of life and develop a new way of life,
without becoming anxious. Singer said.
What is questioned is whether man can grow, can give
up his neurotic foundation in living for another
basis of life without the active presentation of such
an alternative; whether man can exchange dissociation,
self-restriction, and self-oblivion as a way of life
for self-av/areness, openness to experience, and emer¬
gence without the active presentation of this type of
fulfillment as an alternative; and above all, whether
man can dp all this without experiencing anxiety in the
process.
3llbid.. D. 235
Miffin Company, 1951), p. 346
^^Ibid.. pp. 499-503
^^Singer, loc, cit.. p. 239
Roger, Carl, Client-Centered Therapy. (Boston: Houghton
18
Ife felt that it does not seem possible for a therapist
to challenge a patient's sense of security without provoking
anxiety. If the patient is so enamored in his means of
survival, he would not come for therapy, he has experienced
some dissatisfaction. Although he may be ambivalent, he senses
35
the possibility for an alternative means of existance.
Often the force which produces resistance in the patient
is the therapist's own despair. Therefore, the therapist’s
feelings about his or the patient's despair will manifest
itself in resistance.In summary. Singer said.
In attempting to break through the wall of resis¬
tance with which the patient fends off these
insights, the therapist expresses his conviction
that human beings can and must live with this
knowledge, even if it is painful, because the type
of despair caused by it is infinitely preferable
to the despair of neurosis,^'
Some degree of resistance is always present and naturally
38
has different levels of intensity. There are common forms
of resistance which may be present in therapy, such as quantity
39
and quality of speech, and external interferences. Resis¬




^®Colby, Kenneth, A Primer for Psychotherapists. (New York:
The Ronald Press Company, 1951), p. 95
•39ibid.. p. 96
sure that his own feelings or behavior did not ellicit the
40
resistant behavior. In a recent study by Joseph Speisman
it was found that patient's resistance in his response is
not influenced by the depth of the interpretation. The
moderate interpretation on the part of the therapist was
found to be more effective in lowering the patient's resis¬
tance, The degree of depth of the interpretation did not
appear to have a significant affect on the patients'
. . 41
resistance,
^®Ford, Donald, Systems of Psychotherapy: a Comparative Study
(New York, London, Sydney, John Wiley and Sons, Inc,, 1963) p, 257
41
Speisman, Joseph C., "Depth of Interpretation and Verbal
Resistance in Psychotheraphy," Journal of Consulting Psychology,
vol, 23, 1959, pp, 98-99,
CHAPTER IV
ANALYSIS OF DATA
Resistance is still a theoretical idea. Even though
most schools of thought agree on certain theories and con¬
cepts which apply to resistance, there are no hard and
fast rules.
The questionaire was given to twelve members of the
psychiatric social work staff at the Child Study Center
representing three status groups: senior, new and inter¬
mediate, and students (see Bar Chart l), The researcher
was trying to determine the differences and similarities
of the staff's ideas of resistance. The researcher also
wished to detect differences in and similarities of
resistance in patients whose behavior was not necessarily
related to theory.
Question 1 abked for the status the staff members
represented in the sample. The results showed that 25
perccent were senior staff; 41 per cent, new or inter¬





PERCENTAGE AND NUMBER OF SAMPLE BY STATUS
Status Number Percentage
Senior Staff 3 25
New and Intermediate Staff 5 41
Students 6 34
Question 2 asked for the nxamber of years of
experience for each staff member. The results showed
a range in years of experience. As might be assumed,
the senior workers had the most years of experience;
the new and intermediate members the second most years
of experience; and the students, the least years of
experience (see Bar Chart l).
The range in years of experience for the senior staff
members was 10-4 and the mean was 7.33 (see Table 2). The
range in years of experience for new and intermediate
staff was 4-0 and the mean was 2.5 (see Table 2). The
range in years of experience for students was 2.5-0 and
the mean was 1.38. The range in years of experience for




Years of Experience of Staff
Number of Respondents - 12
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TABLE 2
MEANS AND RANGE OF YEARS OF EXPERIENCE
BY STATUS GROUP
Status Range Mean
Senior Staff 10-4 7.33
New and Intermediate Staff 4-0 2,5
Students 2,5-0 1.38
Total 10-0 3.21
Question 3 asked the respondents to rank three forms
of resistance according to the form which they found most
prevalent in treatment:
QUANTITY OF SPEECH: Each patient has his own pace
of speaking. He may begin to pause more often and
for longer intervals. He often says that his mind
is blank or that he cannot think of subjects to dis¬
cuss, He may become silent, restless, and uneasy,
QUALITY OF SPEECH: Although the patient may talk
freely enough in his place, the subj^ect of his
interest often announces the presence of resistance.
He may circle endlessly around s3m\ptoms, reviewing
in detail the same material over and over or stick
to one area of his life,
EXTERNAL INTERFERENCES: Comes late, forgets the hour
entirely, or cancels the appointment, frequent changes
in appointment time. Arranges other activities so
that few interviews tedce place and these are sep¬
arated by long periods of time. Minor illness becomes
excuses to avoid the interview.
24
The results showed that 85 per cent of the total sample
chose quality of speech as the most prevalent form of
resistance, with 15 per cent choosing external inter¬
ferences (see Bar Chart 2), The data showed that the second
most prevalent form of resistance was external interferences
at 50 per cent, with quantity of speech at 41.5 per cent
and quality of speech at 8,5 per cent (see Bar Chart 2),
The least prevalent form of resistance was quantity of
speech at 58.5 per cent, followed by external interference
at 33 per cent and quality of speech at 8.5 per cent (see
Bar Chart 2).
When question 3 was analyzed according to status of
staff members, the results showed that all senior staff
members agreed that quality of speech was the most pre¬
valent form of resistance (see Bar Chart 3). External inter¬
ferences were chosen as the second most prevalent at 67 per
cent and quantity of speech at 33 per cent (see Bar Chart 3).
The least prevalent was quantity of speech at 67 per cent
and external interferences at 33 per cent (see Bar Chart 3),
Within the new and intermediate staff members, the data
showed that 80 per cent chose quality of speech as the most
prevalent form of resistance and 20 per cent chose external
interferences (see Bar Chart 3). Quantity of speech was
chosen as the second most prevalent at 80 per cent and exter¬
nal interferences at 20 per cent (see Bar Chart 3). The least
25
prevalent was external interferences at 60 per cent, with
quality of speech and quantity of speech at 20 per cent
(see Bar Chart 3).
In the student group the results showed that the
most prevalent form was quality of speech at 75 per cent
and external interferences at 25 per cent. The second most
prevalent form was external interferences at 75 per cent
and quality of speech at 25 per cent. As the least pre¬
valent all selected quantity of speech (see Bar Chart 3),
Question 4 asked the respondents to indicate which
particular form of resistance they found most difficult to
work with in treatment. Analysis of the data revealed
that 81,8 per cent of the staff found external interference
most difficult; 9.1 per cent quality; and 9.1 per cent
quantity (see Bar Chart 4),
Question 5 requested the respondents to indicate to
what degree their own feelings were involved in the patient's
resistance. Out of the sample 91,5 per cent felt that their
own feelings were involved in resistance to a low degree;
8.5 per cent, to a moderate degree. No one felt that their
feelings were involved in the patient's resistance to a high
degree or not at all (see Bar Chart 5),
Question 6 asked to what extent the respondents agreed
that resistance represented an attempt on the part of the
patient to stave off anxiety brought about by the therapist's
26
Bar Chart 2
Forms of Resistance Prevalent in Treatment
Percent
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interpretations. The total sample response showed that 8.5
per cent strongly agreed, 50 per cent agreed, 33 per cent
disagreed, and 8,5 per cent strongly disagreed (see Bar Chart 6).
Question 7 asked to what extent the sample agreed with
the following statement; ”A patient’s resistance cannot be
removed without producing anxiety," It was found that 8.5 per
cent of the staff strongly agreed with the statement, 66 per
cent agreed, 25.5 per cent disagreed, and no one strongly
disagreed (see Bar Chart 7).
Question 8 asked to what extent the respondents sensed
a relationship between their own feelings toward the patient
and the degree of the patient's resistance. The results showed
that 25 per cent felt that their own feelings were involved
in the degree of the patient's resistance to a moderate degree;
75 per cent, to a low degree. No one felt that their own
feelings were involved in the patient's resistance to a high
degree or not at all (see Bar Chart 8).
Question 9 asked if the respondents felt that resistance
was a strenght or weakness in the patient. The eight out of
twelve who responded agreed that resistance was a strength in
the patient (see Bar Chart 9),
Question 10 asked to what extent the respondent agreedi
with the following statement: "If a patient strongly resists
or manifests many forms of resistance, there will be less
progress in treatment." The results showed that 10.5 per
28
Bar Chart 4
Resistance Most Difficult to Work With on a Personal Basis
Percent
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Bar Chart 7
Agreement Regarding Patient’s Resistance and Anxiety
Percent








Relationship Between Therapist’s Feelings
and Patient’s Degree of Resistance
Percent






Resistance as Strength or Weakness in Patient





cent strongly agreed with the statement, 25 per cent agreed,
50.5 per cent disagreed, and 8,0 per cent strongly disagreed
(see Bar Chart 10).
Question 11 asked to what extent the respondent agreed
with the following statement: "A patient's resistance can
be challenged and uprooted without creating anxiety." The
results showed that no one strongly agreed with the state¬
ment, 8 per cent agreed, 75 per cent disagreed, and 17 per
cent strongly disagreed (see Bar Chart ll).
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Bar Chart 10
Agreement Regarding Resistance's Relationship
to Progress in Treatment
Percent
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Bar Chart 11
Agreement Regarding The Uprooting of Resistance
Percent









It is of interest that the majority of the total
sample and status group chose quality of speech as the
most prevalent form of resistance. A majority chose
external interferences as the second most prevalent
form of resistance in the total sample and in the status
group, with the exception of new and intermediate staff
members who selected quantity of speech, A majority in
the total sample and by status group selected quantity
of speech as the least prevalent.
It is interesting that although the most prevalent
form of resistance found by the psychiatric social work
staff of the Child Study Center varies, 81.8 per cent
found external interference the most difficult to work
with. The researcher believes that the reason for the
high percentage of responses in this particular area is
the impossibility of working with a patient's resistance
if he is only present for part of the interview or does
not come at all. The responses in the area concerning the
different forms of resistance would seem to indicate an
area of future research in this realm. Further analysis
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of the specific forms of resistance may contribute to
ways and means of working with certain forms of resis¬
tance, which may speed up the treatment process.
Two questions, 5 and 8, were related in that they
attempted to determine if the worker felt that his own
feelings in any way affected or were involved in the
patient's resistance. All^.staff members felt that their
feelings were involved in the patient's resistance to
either a low or moderate degree. It is significant that
no respondent felt that there was any relationship between
his own feelings and the patient's resistance.
Although a majority of the sample strongly agreed or
agreed that resistance represented an attempt on the part
of the patient to stave off anxiety brought about by the
therapist's interpretations, a significant percentage
disagreed or strongly disagreed with this concept. The
researcher found the high percentage of disagreement in
this area to be surprising, as all schools of thought agreed
that resistance is the patient's attempt to stave off
anxiety.
Questions 7 and 11 presented two conflicting theories
concerning resistance. Question 7 stated that resistance
cannot be removed without producing anxiety in the patient;
question 11 said that resistance can be challenged or up¬
rooted without producing anxiety in the patient. A majority
of the sample agreed with the statement in question 7 and a
34
majority disagreed with the statement in question 11. The
results indicate that the psychiatric social work staff of
the Child Study Center feel that resistance cannot be
removed, challenged, or uprooted without producing anxiety.
The eight members of the sample who answered question 9,
which asked if resistance was a strength or weakness in the
patient, unanimously agreed that resistance is a strength.
This response is in agreement with the current theories con¬
cerning resistance. It is difficult to assess why four
members of the sample did not chose to answer this question.
The researcher speculates that those who did not respond
perhaps felt that this was not an either-or question and
therefore it could not be answered. It is also possible that
those who did not respond to this question felt that the
strength or weakness of resistance was highly dependent on
the individual patient. Alttuaugh:these are perhaps valid
speculations on why the four respondents did not answer
question 9, they still contrast with the current theories and
concepts concerning resistance, which state that resistance
is a strength in a patient.
A majority of the sample strongly disagreed with question
10, which stated that the more forms of resistance a patient
manifests, the less progress can be made in treatment. A
significant percentage did either strongly agree or agree with
this statement, A majority of the current theory seems to sup¬
port the latter response in that the greater the resistance
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or the more manifestations of resistance which the






This questionaire is based on the following descrip¬
tions of resistance: (l) the tendency of many patients to
frequently and vigorously reject offered interpretations by
the therapist; (2) conscious and unconscious methods of
sabotaging the movement of therapy; (3) opposition to the
unearthing of anxiety provoking material; (4) defenses
which operate against the therapeutic process to prevent an
uncovering and a dissolution of the neurotic conflict;
(5) common forms of resistance; quantity of speech, quality
of speech, external interferences.
1. Please check one of the following:
senior staff member ( ) new staff member ( ) student( )
2. How many years of experience do you have?
Instructions for answering the following questions; all of
the following questions should be answered without regard to
any particular patient. Please answer all questions in
sequence and do not change any answer once made.
3. Please rank the following forms of resistance according
to the form you have found most prevalent in treatment;
indicate your response according to the following:
(l) most prevalent (2) second most prevalent (3) least
prevalent,
( ) QUANTITY OF SPEECH: Each patient has his own
pace of speaking. He may begin to pause more
often and for longer intervals. He often says
that his mind is blank or that he cannot think
of subjects to discuss. He may become silent,
restless, and uneasy,
( ) QUALITY OF SPEECH; Although the patient may
talk freely enough in his place, the subject
of his interest often announces the presence
of resistance. He may circle endlessly around
symptoms, reviewing in detail the same mater¬




( ) EXTERNAL INTERFERENCES; Comes late, forgets the
hour entirely, or cancels the appointment, fre¬
quent changes in appointment time. Arranges
other activities so that few interviews take
place and these are separated by long periods
of time. Minor illness becomes excuses to avoid
the interview.
4. Please check the form of resistance which you find most
difficult to work with. (check one only)
( ) Quantity of Speech
( ) Quality of Speech
( ) External Interference
5. To what degree do you find that your own feelings are
involved in the patient's resistance? (circle one
response only)
high degree moderate degree low degree t^cnot at all
6. To what extent do you agree that resistance represents
an attempt on the patient's part to stave off anxiety
brought about by the interpretations of the therapist?
(circle one only)
strongly agree agree disagree strongly disagree
7. To what degree do you agree with the following statement
regarding resistance: "Appatient's resistance c*nnot be
removed without producing anxiety?" (circle one Only)
strongly agree agree disagree strongly disagree
8. To what extent do you feel that there is a relationship
between your feelings toward the patient and the degree
of his resistance? (circle one only)
high degree moderate degree low degree not at all
9. Do you feel that resistance is a strength or a weakness
in a patient? (circle one only)
strength weakness10.To what extent do you agree with the following state¬
ment: "If the patient strongly resists or manifests
many forms of resistance, there will be less progress in
treatment." (circle one only)
strongly agree agree disagree strongly disagree
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11. To what degree do you agree with the following
statement regarding resistance: ”A patient’s
resistance can be challenged and uprooted
without creating anxiety?" (circle one only)
strongly agree agree disagree strongly disagree
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